Pancreatic metastasis from colorectal cancer is rare, and there have been only a few reports of its preoperative diagnosis by endoscopic ultrasound-guided fine needle aspiration (EUS-FNA) with immunohistochemical staining. We herein describe the case of a 77-year-old woman in whom a solitary mass in the pancreatic tail was detected 11 years after rectal cancer resection. The patient also had a history of pulmonary tumor resection. We performed EUS-FNA and a histopathological examination showed adenocarcinoma with CD20+, CD7-, and CDX2+ (similar to her rectal cancer). EUS-FNA enabled a histopathological examination, including immunohistochemical staining, which helped to confirm the diagnosis of pancreatic and pulmonary metastasis from rectal cancer.
Introduction
Metastatic tumors of the pancreas are rare and approximately 2% of pancreatic cancers are metastases from other primary sites (1, 2) . With regard to pancreatic metastasis from colorectal cancer, solitary metastasis to the pancreas is less common than multiple metastases to other organs -metachronous metastases to both the lungs and the pancreas are rare (3, 4) .
The preoperative histopathological diagnosis of pancreatic metastases has traditionally been difficult, thus in most of these cases the diagnosis is confirmed after pancreatic resection (3, 5) . However, recent reports have shown that endoscopic ultrasound-guided fine needle aspiration (EUS-FNA) is a feasible and safe method for definitively diagnosing pancreatic metastases and for planning the therapeutic approach (6) . Moreover, several reports have suggested the effectiveness of EUS-FNA in diagnosing pancreatic metastases from colorectal cancer (4, (7) (8) (9) (10) (11) . However, to the best of our knowledge, there are few reports on the histopathological and immunohistochemical findings.
We herein describe a case of metachronous pulmonary and pancreatic metastasis from rectal cancer. We were able to confirm the preoperative diagnosis of pancreatic metastasis by EUS-FNA with immunohistochemical staining. We were finally able to obtain a definitive diagnosis with a histopathological comparison of the EUS-FNA specimens from the patient's metastatic lung tumor and the primary rectal cancer. to the 7th edition of the Union for International Cancer Control [UICC]) 11 years previously, and left lower lobectomy for pulmonary cancer, which was considered to be primary pulmonary adenocarcinoma (stage IIA; pT2bN0M0 according to the 7th edition of UICC) 3 years previously. In the follow-up examination, the patient's carcinoembryonic antigen (CEA) level was found to be elevated and 18 fluoro-2-deoxy glucose positron emission tomography/computed tomography (18F-FDG PET/CT) showed a high level of accumulation (SUVmax 9.7) in the pancreatic tail. The laboratory data on the day of admission revealed an elevated CEA level (Table 1) . Computed tomography (CT) showed a hypodense mass in the pancreatic tail of 30 mm in the largest diameter, with delayed enhancement (Fig. 1) . Magnetic resonance imaging (MRI) revealed an area of low signal intensity on T1WI and high signal intensity on T2WI. MRI also detected an area of high signal intensity on diffusion-weighted imaging. EUS showed a hypoechoic mass in the pancreatic tail with an irregular lesion border (Fig. 2) . From these findings, we considered the pancreatic lesion to be a primary pancreatic cancer and performed EUS-FNA using a 22-gauge needle (SonoTip Pro Control, Medi-Globe, Rosenheim, Germany). Sufficient specimens were obtained after 2 needle passes. Histopathologically, the EUS-FNA specimens showed adenocarcinoma with tall columnar epithelial cells, sparse nuclear stratification and necrosis. An immunohistochemical examination revealed CK20-and CDX2-positive, and CK7-and TTF-1-negative tumor cells, which were morphologically similar to the primary rectal cancer cells. Thus, we reached a final diagnosis of metachronous pancreatic metastasis from rectal cancer and distal pancreatectomy was performed. A histopathological examination of the resected pancreatic specimen, which included immunohistochemical staining, showed the same findings as the EUS-FNA findings (Fig. 3) . We re-evaluated the resected pulmonary specimen. The histopathological and immunohistochemical staining findings were consistent with the patient's rectal cancer (Fig. 4) . Recurrence was found in the patient's liver at 6 months after pancreatectomy, and chemotherapy was performed with tegafur-gimeracil-oteracil potassium and bevacizumab. The patient remains alive at 17 months after pancreatectomy.
Discussion
In a large autopsy series, the incidence of pancreatic metastasis from other primary malignant tumors has been reported to range from 1.6-15% (12) (13) (14) ; solitary metastasis to the pancreas occurs even less frequently. Sperti et al. (15) reviewed 108 studies involving 418 patients who underwent radical resection of secondary pancreatic tumors, which showed that pancreatic metastases that were treated by pancreatectomy had mainly metastasized from renal cell carcinoma (RCC), followed by melanoma, colorectal cancer, breast cancer, sarcoma, and lung cancer. Furthermore, the previous review evaluated 24 studies involving 37 patients who received surgical treatment for pancreatic metastasis from colorectal cancer. According to this review, 24 patients had metastasis from a primary neoplasm of the colon and 11 had metastasis from rectal cancer. Twenty-eight patients presented with single pancreatic metastasis; in 9 cases additional surgery was required to treat metastatic disease in other sites. In some case reports on pancreatic metastasis from rectal cancer, a history of metachronous pulmonary metastasis prior to the diagnosis of pancreatic lesions was reported (3, 4, 16, 17) . Inagaki et al (3) suggested that pulmonary tumors may metastasize to the pancreas by hematogenous spread. Most of the metastases were solitary metastasis to the lungs and were adequately controlled by resection of the metastatic pulmonary tumor. In the present case, there was no recurrence in the other parts of the lungs at 3 years after the performance of left lower lobectomy.
Pancreatic metastases are often detected during follow-up examinations after surgery for a primary lesion (18) . Enhanced CT of pancreatic metastases from RCC usually shows intense enhancement during arterial phase imaging, which can easily be differentiated from primary pancreatic cancer (19) . However, in metastasis from colorectal cancer, CT shows a hypodense mass that is occasionally accompanied by dilatation of the distal main pancreatic duct, similarly to primary pancreatic cancer (20) . Thus, it is usually difficult to differentiate metastatic tumors from primary pancreatic cancer by imaging alone. In the present case, CT showed a hypodense mass with delayed enhancement, similarly to primary pancreatic cancer, and no dilatation of the distal main pancreatic duct due to the location of the mass in the pancreatic tail. On the other hand, the EUS findings of pancreatic metastases occasionally differ from those of primary pancreatic cancer (21, 22) . Hijioka et al. (22) reported that the presence of a regular lesion border, together with the absence of a retention cyst and main pancreatic duct dilation in an EUS examination were indicative of pancreatic metastasis rather than primary pancreatic cancer. However, their study only included 1 case of pancreatic metastasis from colon cancer; thus, these EUS findings may not apply to metastasis from colorectal cancer. In the present case, EUS showed a hypoechoic mass with an irregular lesion border that was difficult to distinguish from primary pancreatic cancer. In previous years, the preoperative histopathological diagnosis of pancreatic metastases has been difficult, and in most cases, the diagnoses of most pancreatic metastases were confirmed after pancreatic resection (3, 5) . However, more recently, several reports have been published regarding the use of EUS-FNA in the diagnosis of pancreatic metastases (4, 7-11). In the diagnosis of pancreatic metastases, the sensitivity, specificity, positive and negative predictive values, and the accuracy of the histological analysis of EUS-FNA specimens are reported to be 93.8%, 60%, 93.8%, 60%, and 89%, respectively (11) . EUS-FNA is useful for diagnosing pancreatic metastases from RCC due to the features of clear cell (conventional type) RCC and the immunohistochemical findings, which include vimentin and CD10 positivity (23) . These histopathological findings are significantly different from those of primary pancreatic cancer. Colorectal cancer also shows a characteristic immunohistochemical staining pattern (CK20+, CK7-, and CDX2+) that differs from that of primary pancreatic cancer (24) . A previous immunohistochemical study revealed that the rates of CK20 and CK7 positivity were 100% and 5%, respectively, in colorectal cancer, and 62% and 92% in pancreatic cancer (24) . It has also been reported that the rates of CK20 and CK7 positivity in pancreatic cancer were 63% (weak, 43%; moderate, 15%; strong 5%) and 96%, respectively (25) . CDX2 is expressed uniformly in the majority of colorectal adenocarcinomas. In contrast, the rate of CDX2 positivity in pancreatic adenocarcinoma is reported to be from 0-50% (26) . Although it is difficult to diagnose all cases by immunohistochemistry alone, the immunohistochemical findings are helpful for differentiating between pancreatic metastasis and primary pancreatic cancer. In the present case, the histopathological examination of the EUS-FNA specimen revealed cells that were morphologically similar to the primary rectal cancer cells, and the diagnosis was confirmed from the immunohistochemical findings (CD20+, CK7-, and CDX2+).
It is reported that the diagnostic sensitivity of EUS-FNA (when performed by well-experienced endoscopists) in the diagnosis of pancreatic lesions is not affected by the location or size of the lesions and that the accuracy in all subgroups is more than 90% (27) . It is therefore possible to diagnose most pancreatic lesions by EUS-FNA with a considerably high rate of probability. Furthermore, as adequate specimens are needed to perform a histopathological assessment by immunohistochemical staining, it is important to obtain sufficient samples by EUS-FNA using a thicker needle or to perform a rapid on-site evaluation to assess the quantity of specimens. Although the diagnostic accuracy of EUS-FNA for pancreatic lesions is considered to be high and histopathological evaluation has been demonstrated to be a highly sensitive method for diagnosing primary pancreatic cancer or metastases from colorectal cancer, few reports have described the diagnosis of patients using the combination of EUS-FNA and immunohistochemical staining (Table 2). Thus far, only 7 reports, involving 14 cases (including the present case), have been described (4, (7) (8) (9) (10) (11) . Among these reports, immunohistochemical staining of EUS-FNA specimens was performed in 8 cases (CK20 and CK7 staining in 4 cases; CK20, CK7, and CDX2 staining in 4 cases), and a comparison between the EUS-FNA specimens and the resected pancreas specimens was only possible in 3 cases. Moreover, in these reports, there were only 2 cases (aside from the present case) that involved metachronous metastases to both the lungs and the pancreas. However, the 2 cases did not include any description of the histopathological findings of the resected pulmonary specimens.
In present case, although we initially considered the pancreatic lesion to be primary pancreatic cancer, the EUS-FNA histopathological findings showed that the pancreatic lesion had metastasized from rectal cancer. Our retrospective evaluation of the pulmonary resected specimen revealed the histo-pathological and immunohistochemical findings were the same as those of the rectal cancer. Thus, we could reach a final, definitive diagnosis of metachronous metastases to the lungs and pancreas from rectal cancer.
In conclusion, we described a rare case of primary rectal adenocarcinoma with metachronous pulmonary and pancreatic metastases 8 and 11 years after the resection of rectal cancer. EUS-FNA made it possible to obtain a definitive diagnosis before pancreatic resection and enabled the comparison of the pancreatic lesion with the previously resected cancer specimens from other sites. In cases involving patients with a past history of colorectal cancer, it is important to not only perform EUS-FNA but also evaluate the findings, including the immunohistochemical staining results to distinguish metastasis to the pancreas, even when imaging examinations show findings that are typical of primary pancreatic cancer.
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